The following day the girl underwent a dacryocystorhinostomy. Surgical incision was made about 8 mm medial to the medial commissure, beginning at the level of the medial canthal tendon and extending downward some 15 mm. The skin incision and angular vein were put on haemostatic suture. The ipsilateral nostril was packed with an ENT tampon saturated with 10% cocaine and 1:1000 adrenaline solution in the region ofthe attachment ofthe anterior end ofthe middle turbinate.
The subcutaneous tissue was separated with Freer elevators down to the bone, and the periosteum was elevated. The medial canthal tendon was put on suture and cut down to the bone. The periosteum was elevated on both sides ofthe incision and over the anterior lacrimal crest downward into the nasolacrimal canal and backward to the posterior lacrimal crest. The bone of the anterior lacrimal crest and wall ofthe lacrimal fossa were removed with a small trephine and the nasal mucosa carefully separated from the bony margins. The opening was enlarged with a flat nosed Kerrison punch. The bony medial half of the nasolacrimal canal was removed. The nasal mucoperiosteum was elevated from the canal down to the inferior turbinate. The sac was opened by a pointed Bard-Parker blade through both the periosteal and mucosal walls, and a similar incision was made in the nasal mucoperiosteum adjacent and parallel to the one in the tear sac.
Flaps were sutured using 6/0 plain gut after washing out the anastomosis with an antibiotic solution (amoxicillin). The periosteum was closed with a running 6/0 plain gut suture, and the subcutaneous tissue with a similar one. The skin was closed with a running mattress 6/0 nylon suture. Nasal packing was changed with a sterile piece of gauze.
During the operation body temperature was
